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ABSTRACT
Poor social support provided within health care settings may reduce patients’ ability to manage disease. The presence of family
members in emergency department (ED) may reduce the patient’s need for health care and social services utilization. The aim of
the study was to describe the social support received by family in the ED. A cross-sectional empirical study design was used.
Convenience sample of 111 family members of home discharged older patients and of 93 nurses were recruited. The study was
conducted at four Estonian hospitals. Data were collected by using social support scale of the Family Functioning, Health and
Social Support (FAFHES). Family members and nurses both considered the social support available in EDs to be moderate.
Nurses believed they provided higher levels of social support than the family members stated the family received. The differences
were statistically significant. The older a nurse was, the less reinforcement, feedback, and affecting others for finding solutions
was offered. A greater number of nurses working in the ED resulted in less social support. This study found differences of views
between family members of older patients and nurses regarding the level of social support of the family. Nursing care provided
in ED should be developed to be more supportive. To ensure more family-centred approach when providing nursing care, the
administrative staff needs to consider whether an adequate number of nurses are working in the ED. The social support scale used
was found to be applicable in ED environments.
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1. INTRODUCTION
Social support refers to physical and psychosocial assistance
provided to an individual by people close to him or her.[1] Ac-
cording to Kahn,[2] social support is understood as purposeful
interaction between people that may involve one or more of
the following components: affirmation, a process of rein-
forcing feedback and guiding others in finding appropriate
solutions; concrete aid, including materials, money or time
spent taking care of others; and emotional support, which
may be understood as a feeling of safety, esteem, value, and
respect. Social support within the nursing field is understood
as an influential relationship between health care provider as
nurse and health care user as family, where family is seen as
identical member in a free and agreed climate.[3]
Poor health, the presence of chronic disease, and frequent
use of health care services often prompt older patients to ap-
ply for social support.[4–6] For these patients, social support
networks often consist of health care professionals, family
members, and partners.[7]
Higher scores in perceived social support, higher levels of
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cognitive functioning, and increased daily living activities by
older patients predict depression.[8, 9] Kaur et al.[10] found
that poor self-care in older patients was significantly related
to the need for social support. However, married older pa-
tients needed less social support offered by health care pro-
fessionals than those without a partner.[11] According to
urban Taiwanese older patients found that age, marital status,
and education were generally related to the received social
support.[6] In a study conducted across seven European coun-
tries it was revealed that low levels of social support were
associated with older patients’ age and their psychological
abuse.[4] One cross-sectional study examined older patients
and social support in relation to quality of life and found
that older patients received social support mostly from fam-
ily, friends, and other people close to them.[12] Ha et al.[13]
investigated the relationship between health among older
patients and social support provided by their family mem-
bers. It was made clear that older patients’ poor health was
related to insufficient contact and interaction with friends
and family members.[13] Risk factors related to harmful out-
comes among older patients discharged home from hospital
care were lack of social support, low functional status, and
needing to take a number of different medications.[14]
A recent study conducted within oncological settings re-
vealed that poor social support provided by healthcare pro-
fessionals may reduce patients’ ability to manage disease.[15]
Older patients who arrived at the emergency department (ED)
in an ambulance had received less social support than those
who used their own transport.[16]
Older patients who used social care services were found to
be greater hospital care utilizers compared to those who did
not.[17] Older people who received care at nursing homes had
lower proportions of emergency service utilization than older
patients who received care at home.[17] Parsons et al.[18]
and Naughton et al.[19] suggested that complex geriatric as-
sessments, including identifying social needs and evaluating
physical function, may improve health outcomes of older
patients. Appropriate guidelines aimed to regulate best prac-
tices may result in better care of older patients in EDs.[20]
Accessibility of support in an ED worsened when the amount
of patients increased and the duties of nurses expanded.[21]
Social support has been investigated in relation to several
clinical conditions like mental disorders,[22] cancer,[15] and
heart disease,[3] and was found to be sufficient, but ED set-
tings not been researched. Earlier study has shown asso-
ciations between background factors such as marital status
and education to social support. Those patients who were
single reported greater need for social support from health
care professionals than those who were married.[23] Those
with lower education experienced more social support from
family, colleagues, or people close to them than people with
higher education.[24] The current study is centered on three
subareas of social support, affirmation, concrete aid, and af-
fect,[3] that were found to be crucial in maintaining cognitive
behavior of older patients.[25]
1.1 Background
Affirmation, one of the subareas of social support, is a pro-
cess of reinforcing feedback and guiding others in finding
appropriate solutions.[3] Swedish ED nurses acknowledged
the need to show empathy and to be aware of older patients’
social environments in order to provide appropriate nursing
care in the ED.[26] In one Finnish study, patients with previ-
ous hospital experience demonstrated greater motivation for
self-care, which provided them with a better ability to cope
with their condition.[27] A study by Flynn et al.[28] showed
that decision support and related interventions were associ-
ated with an increase in patient knowledge, decision-making,
desire for participation, and satisfaction with care received.
Another subarea of social support is concrete aid, includ-
ing materials, money, or time spent taking care of others.[3]
Support for hospital patients and associated factors were ex-
amined by Mattila et al.,[21] who found that patients were
most dissatisfied with information provided regarding signifi-
cance of lifestyles to health and access to written information.
A Finnish study that investigated the experiences of family
members of older patients in EDs revealed that family mem-
bers wanted to be involved in the care process.[29]
After discharge, older patients often continue care at home.
Health care professionals may help families and older pa-
tients by creating activity plans related to older patients’
ability to cope with health problems at home, which rein-
forces social support.[30] The findings of Leikkola et al.[27]
highlight the importance of patient education and meeting
families’ information needs regarding providing in-home sup-
port. Older patients stated that adequate information received
upon discharge helped support their coping at home.[27] How-
ever, Themessel-Huber et al.[31] found that older patients are
often unlikely to trust available services, and instead rely on
their family members. They described older patients waiting
throughout the day for family members to return from work
to help them.[31]
Affect, the third subarea of social support, is understood as
a feeling of safety, esteem, value, or respect.[3] In a study
conducted within ED settings, older patients felt uncared for
and that their needs were not taken into account by nurses.[32]
According to Finnish patients’ experiences, nurses were too
occupied to be involved in patients’ care planning.[21]
Themessel-Huber and colleagues[31] noted that social sup-
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port is important to both patients and their families, and is an
essential factor of quality nursing care. Older patients tend
to be higher users of both health care and social services.[31]
In European countries, hospital stays have been reduced, and
the focus of treatment is at-home care. Some older patients
avoid hospitals, and only seek help after their condition has
seriously deteriorated. This has created the need to provide
more comprehensive care for older patients in an ED before
they are discharged home.[31] The current study provides
information on social support provided by nurses to families
in EDs. This cross-sectional study evaluates the current situ-
ation in four Estonian EDs in order to indicate the need for
intervention and improve nursing care for older patients and
their family.
1.2 Aim of the study
The aim of this study was to describe the social support
received by older patients’ families and to present the differ-
ences between the social support received by families and
provided by nurses in EDs. The following questions were
set out:
• How do family members describe the social support
received by family from nurses in the EDs?
• How do nurses describe the social support received by
family in the EDs?
• How does the social support described by family mem-
bers differ from that described by the nurses?
2. METHOD
2.1 Research design and sample
This cross-sectional study was conducted at four Estonian
EDs. Data were collected from two regional and two cen-
tral hospitals over five months in 2014. In Estonia, regional
hospitals are the larger health care providers, as compared
to central or general hospitals. On an average, there were
amount of 220 patients treated in one regional hospital per
day in 2014, as compared to general hospital where number
of 229 patients were treated per month.[33]
2.2 Sample and data collection
A convenience sample of family members aged ≥ 18
(n = 111) and ED nurses (n = 93) was taken. The first
stage concentrated on family members’ perceptions of social
support received in the ED. A total of 367 questionnaires
were distributed by the researcher and ED nurses to family
members of older patients that were discharged home. The
questionnaire was available in both Estonian and Russian.
Respondents were asked to describe their view of the social
support received by family during a recent ED stay, and how
the family responded to that support. Family members of
home discharged older patients were asked to mail completed
questionnaires to the researcher within two weeks after the
date of discharge. Eight meetings were conducted with ED
nurses and administrative staff to improve the data collection
process, and informative posters were placed in the EDs.
As a result, 111 (30%) questionnaires were returned to the
researcher.
At the second stage, all nurses at the four participating EDs
were asked to participate, thus, 144 questionnaires were dis-
tributed. The nurses answered questions regarding the social
support offered to family of older patient during an ED visit,
and how the family responded. Nurses received reminders to
complete the questionnaire. At each ED, there were closed
boxes for completed questionnaires. Ultimately 93 (65%)
completed questionnaires were returned.
2.3 Instrument
To measure social support, this study used adapted ver-
sion of the Family Functioning, Health and Social Support
(FAFHES) instrument with 20 items.[3] The original Finnish
version was previously validated by Åstedt-Kurki et al.,[3]
but not in an ED setting. Therefore, the FAFHES was modi-
fied for this new environment. The final scale consisted of
20 items, as describing affirmation (6), concrete aid (6), and
affect (8). One item describing affirmation in the original
version was reassigned to the subarea describing concrete
aid. Both questionnaires for family members and nurses
were based on the original scale. Due to the high percentage
of Russians living in Estonia (30%), the questionnaire was
translated from English into both Estonian and Russian.[34]
Internal consistency was measured by Cronbach alphas.[35]
The reliabilities of the FAFHES are presented in Table 1. For
the entire scale of social support, Cronbach α was 0.90 for
family members, and for nurses 0.95.
A six-point Likert scale was used for expressing respondent
agreement with statements describing social support (from
1 = definitely disagree to 6 = definitely agree). Social sup-
port was considered to be poor if the mean was 1.00–2.75;
moderate if it was 2.76–4.50; and good if it was 4.51–6.00.
The instrument was piloted in family members of discharged
older patients (n = 7) and ED nurses (n = 18) in the EDs of
three general hospitals. No questions were excluded.
2.4 Demographic variables
The demographic characteristics of family members included
gender, age, marital status, social status, highest education,
relationship to the older patient, and whether the family mem-
ber lived with the patient. Family members were asked to
assess their own health condition at the moment of the data
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collection, their own need for help in daily life, and length
of the time spent in the ED. They were also asked to provide
information on the older patients, including gender, age, mar-
ital status, highest education, health problems, the amount of
help they needed in daily life before the ED visit, the day of
the week on which the ED was visited, the mode of transport
used to reach the ED, and number of previous visits to the
ED due to the same health problem during one year. The
functional status of older patients at discharge was evaluated
using seven questions of published instrument of Rowland
et al.[36] Four or more positive answers indicated an older
patient considered to be at risk for readmission.[36]
The demographic characteristics of nurses included gender,
age, marital status, highest professional education, length of
time spent working in health care, emergency medicine and
the current ED, the number of nurses working in the ED, the
number of older patients visiting the ED during one shift, the
primary reason for the patient’s ED visit, the day of the week
older patients most often visit the ED, older patients’ need
of help in daily life before the ED visit, how many hours
family members spend in the ED with older patients, the type
of transport older patients use to arrive at the ED, and the
functional status of older patients at discharge.
Table 1. The reliabilities of the FAFHES
 
 





Social support (number of items) 0.90 0.95 
Affirmation (6) 
    Explanation related to involvement in care planning 
    Explanation related to care  
    Counselling related to matters of care 
    Discussions related to course of illness 
    Discussions related to older patients’ condition during ED stay 
    Discussions related to progress of care 
0.92 0.86 
Concrete aid (6)  0.61 0.91 
    Discussions related to treatment options 
    Explanation about older patient s´ diet  
    Explanation related to type of exercises older patient can take 
    Information regarding older patient’s mental exertion 
    Information regarding risks of bathing  
















    Family involvement in the patient s´ care 
    Space for expressing feelings 
    Showing compassion for family 
    Feedback related to family involvement in care 
    Showing interest in family affairs 
    Showing appreciation for family involvement in the patient’s care 
    Showing consideration for the well-being of family 




The data were analyzed using Statistical Package for the So-
cial Sciences (SPSS) 23.0. Descriptive statistics were used to
describe basic features of the data. A t-test was used to com-
pare group means. The Wilcoxon signed-rank test was used
to assess differences between paired measurements. The
Spearman rank correlation was used to measure the degree
of association between two variables. A p-value of < .05 was
considered statistically significant.
2.6 Ethical considerations
Ethical approval (NR 193) for the current study was obtained
from the Tallinn Medical Research Ethics Committee. In-
formed consent was considered when family members and
nurses after received research related information returned
the questionnaires. Permission to use and modify FAFHES
was gathered from all copyright holders. Study permissions
were obtained from the managers of the EDs or appropriate
clinics. Anonymity of the respondents was guaranteed.[35]
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Returning the questionnaires by post was free for the respon-
dents. The respondents were able to contact the researcher if
needed.[37]
3. RESULTS
A total of 111 family members enrolled in the study. The ma-
jority were female (73%, n = 81), the age range was 19–79
years (M = 47.64), and 73% (n = 81) were married. Most
(54%, n = 60) reported school as their highest education, and
74% (n = 82) had a job. When the relationship to the older
patient was examined, it was found that 41% (n = 45) were
children and 43% (n = 48) had a relationship to the patient
other than that of a spouse or a child. Total of 62% (n = 69)
did not live with the patient. Finally, 54% (n = 64) rated their
own health as “good”.c
According to family members, the older patients visited the
ED due to musculoskeletal (30%, n = 33), abdominal (18%,
n = 20), or cardiovascular (16%, n = 18) problems. Adverse
drug reactions accounted for 11% (n = 13) of the visits. Most
family members presented with older patients on weekdays
(70%, n = 78). Over half (66%, n = 73) of the patients used
a method of transport other than an ambulance service. For
70% (n = 78) of family members, the time spent in the ED
was up to three hours. The majority of respondents (70%, n
= 78) stated that the older patient had not been admitted to
the ED for the same health problem in the past year.
Over half (55%, n = 61) the older patients were female, with
an age range of 65–92 (M = 75.04); more than half (54%,
n = 60) were single, and 81% (n = 90) had graduated from
secondary school. A risk of readmission was found in 41%
(n = 45) of the older patients, while four or more positive an-
swers indicated that older patient was at risk for readmission.
A total of 93 nurses participated in the study. The major-
ity (92%, n = 86) were female and married (73%, n = 68);
their age range was 21–60 (M = 35.16). Most (84%, n =
78) reported registered nurse as their highest professional
education. Over half (62%, n = 58) had over five years
work experience in health care, slightly more than half (53%,
n = 49) in emergency medicine. However, only 53%
(n = 49) had worked at current ED for over five years. Nurses
stated that older patients visited the ED due to cardiovascular
problems (39%, n = 36), musculoskeletal problems (25%,
n = 23), or poor health (16%, n = 15). More than half
(60%, n = 64) stated that older patients did not prefer to visit
the ED on a certain day of the week. Many nurses (56%,
n = 52) claimed that older patients arrived by ambulance
service. According to the nurses (51%, n = 47), family mem-
bers spent over three hours in the ED. Only 27% (n = 25)
of ED nurses believed that older patients were at risk for
readmission.
3.1 Social support evaluated by family members
The family members perceived the level of social support
family received during the older patient’s ED stay as moder-
ate (M = 3.58; SD = 0.97).
Affirmation, the subarea of social support that involves rein-
forcing, feedback and affecting others for finding solutions,
was found to be at moderate level in the ED (M = 3.68;
SD = 1.11). There was a statistically significant difference
between affirmation of the family member and living together
with older patient who visited ED (p = .027). Concrete aid,
the subarea of social support understood as resources used
for taking care of others, was evaluated at moderate level
in the ED (M = 3.44; SD = 1.09). There was a statisti-
cally significant difference between concrete aid and age of
older patient (p = .013). Affect, the subarea of social sup-
port affecting feelings of safety, esteem, value, and respect,
was also evaluated at moderate level in the ED (M = 3.62;
SD = 1.13).
3.2 Social support evaluated by nurses
Nurses rated the social support provided for families of pa-
tients in the ED at moderate level (M = 3.93; SD = 0.83). The
number of nurses working in the ED and level of social sup-
port (p = .049) were negatively correlated: the more nurses
working in the ED, the less social support they provided.
Affirmation was evaluated at moderate level (M = 4.02;
SD = 0.94). There was weak negative correlation identi-
fied between a nurse’s age and affirmation (p = .047). The
older the nurse, the less he or she offered reinforcement,
feedback, and influenced others. Concrete aid was evalu-
ated at moderate level (M = 3.79; SD = 0.94), as was affect
(M = 3.97; SD = 0.97).
3.3 The differences between descriptions of social sup-
port received by family and offered by nurses
Nurses reported that they had offered social support to fami-
lies of older patients at a higher level than family members
reported the family had received (p = .006) in the ED. The dif-
ferences between the social support received by families and
provided by nurses in EDs are presented in Table 2. Within
all subareas of social support, the nurses believed they had
provided more social support than family members reported
the family received.
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Social support (number of items) 3.58 (0.97) 3.93 (0.83) .006 
Affirmation (6) 3.68 (1.11) 4.02 (0.94) .016 
Concrete aid (6)  3.44 (1.09) 3.79 (0.94) .013 
Affect (8) 3.62 (1.13) 3.97 (0.97) .016 
 
4. DISCUSSION
In this study, social support perceived by family from nurses
was found to be moderate. The results show that nurses
believed they provided more social support than family mem-
bers described family received. The potential consequences
of these results are supported by the following findings. Ha
et al.[13] stated that insufficient social support is related to the
poor health of the older patient. Poor social support provided
by healthcare professionals may reduce patients’ ability to
cope with illness.[15] A lack of social support is considered
a risk factor of for harmful outcomes among older patients
discharged home.[14] This may lead to an increase in health
care utilization and related costs. Frequent use of health
care services is one reason older patients apply for social
support,[4–6] and should be considered when providing ED
care for this population.
It was found that one subarea of social support was associated
with older patients’ age. This finding is supported by Dai et
al.,[6] who identified that few demographic characteristics as
age, marital status, and education were generally related to
the received social support. In addition, living together with
older patient who visited ED was associated with another
subarea of social support. This result is confirmed by Ha
et al.,[13] who presented that older patients’ poor health was
related to insufficient contact and interaction with friends
and family members. This may be suggested, that if the older
patient lives with a family member the better social support
may be perceived.
According to 41% of family members, older patients were
at risk for readmission at discharge. Readmissions may be
reduced by providing a comprehensive geriatric assessment
that evaluates both physical function and the need for social
care.[18, 19, 31] In cases where older patients are at risk for
readmission, related crucial information should be described
in a medical report or referrals directed to the primary care
level regarding after-care issues. This idea is supported by
Naughton et al.,[19] who highlighted the need for complete
referrals containing sufficient information. It was found that
older patients were discharged from the ED with inadequate
information on their referral sheets.[19]
In addition, over half the nurses claimed that older patients
were transported to the ED by an ambulance service. It
would seem that patients arrived by ambulance might lead to
more social support. This can lead to the findings revealed
from the study by Moonesar et al.,[16] in which older people
who arrived at the ED via ambulance were found to have
significantly lower social support than those who used their
own transport. The results specific to the use of transport
lead us to the fact that social support in ED would have to be
more assessed and assured.
Older patients who live alone are more likely to visit the ED
and may have a greater need for social services than those
who live with their family.[23] In the current study, more
than half the family members reported that they did not live
with the older patient. According to Banbury et al.[7] family
members are crucial parts of older patients’ social networks.
We were surprised to find that the more nurses worked in
an ED, the less social support was provided. Even though
the number of nurses increased, the number of patients in-
creased even more. It would seem that an increased number
of nurses would lessen the workload and allow them to focus
more time on patients. Results of our study are supported by
Finnish researcher Mattila et al.,[21] who found that accessi-
bility of support worsened when the number of emergency
patients increased and duties of nurses expanded. However,
we could consider that there may be some other confound-
ing factors. Here, it is clear that the hospital administration
must pay special attention to human resource planning and
management in order to ensure there are a sufficient number
of nurses providing family-centered nursing care. Efficiency
increases when resources are utilized in the best way.
The older the nurse was, the less affirmation was provided. It
may be assumed that older, more experienced nurses might
provide better care, and share knowledge with others – that
has been disproved. This result may be due to the nurse
having too many duties. There is not enough time to iden-
tify the social needs of the entire family, and which is why
patient-centered approach has been neglected.
5. CONCLUSIONS
Nurses reported that they offered greater social support than
family members stated the family had received. Despite
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this, social support for family was found to be moderate by
both family members and nurses. In order to ensure disease
management and promote the patient’s ability to cope at
home, nurses must ask the family presenting in the ED for
knowledge about the patient’s social network. To guarantee a
patient-centered approach when providing nursing care, the
administrative staff needs to consider whether an adequate
number of nurses are working in the ED.
Further studies are needed to advance our understanding of
social support in EDs. Additional studies regarding the type
of social support or services a family presenting in the ED
requires would be beneficial. It is essential to investigate
whether the role of ED nurses is clearly defined, as a lack of
definition may explain why this study found social support
to be at moderate level. Social support scale of the FAFHES
used in this study was found to be applicable in ED envi-
ronments. Further usage of the instrument in EDs should be
considered.
Limitations
Some limitations of our study may have affected the results.
The study was designed to collect data from at least 367
family members, but was completed and analyzed with 111
family members due to challenging data collection and fixed
period. A larger sample size and higher response rate would
allow better comparison of the results.[35] In addition, family
members involved in the study participated once. A control
group was not used aimed to investigate whether the situation
has been improved over the time. We did not check whether
the same older patients were readmitted later. Finally, there
is lack of literature describing the experiences of both family
members of older patients and nurses regarding social sup-
port in EDs, which made comparing results with previously
conducted studies challenging.
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